Since coming to Sheffield I have abandoned general anaesthesia in favour of infiltration with 0 5 % local' aneesthetic after sedation with 7 to 10 grains of chloral hydrate. I now feel sure that local aneesthesia is better. The ill child will stand the procedure, pre-operative therapy is needed less often, the post-operative course is smoother, and babies are on full feeds and ready for home on the third day. Dr. J. H. Moseley: I would like to emphasize the value of rectal saline in the post-operative care of these babies. They are usually passing few stools and could be easily re-hydrated or have'their chlorides restored in this way. With breast-fed babies I aim at returning them to breast feeding twenty-four hours after operation.
Dr. J. J.-Kempton: There seems to be much to be said for combined responsibility in treatment. *The condition is one of feeding difficulty-with a mechanical factor-and the general surgeon is unlikely to have any special interest in the problems of baby feeding. In such a system, the paediatrician is responsible for diagnosis and pre-operative preparation. The surgeon, if he accepts the diagnosis and thinks the case suitable, operates; and the return to normal feeding in the shortest possible time is again the responsibility of the paediatrician, every effort being made to get the baby home by the fifth post-operative day.
Dr. R. E. Bonham Carter: The pharmacology of'Eumydrin is not completely understood. The pylorus is more^responsive to changes of pH than to any other influence and I suggest that Eumydrin really acts indirectly by altering gastric secretion and hence the acidity of gastric juice. I wonder whether the line of treatment suggested by this idea had been explored.
Dr. D. MacCarthy: I have often observed visible peristalsis after Ramstedt's operation has been performed, which seems to indicate that the stomach is still acting in an abnormal way. I have had' no experience of what happens on Eumydrin and I should like to ask the experts if visible peristalsis is abolished.
Dr. Harold Waller: I have many times observed typical gastric peristalsis and projectile vomiting in the first fortnight of life, and their disappearance under treatment with Eumydrin.
Mr. Ralph H. Gardiner (Aylesbury): I would draw attention to accidental perforation of the duodenal mucosa when the hypertrophic muscle is divided at operation. Provided that the perforation is recognized at the time and adequately dealt with, no ill-effects should result. Suture of the delicate mucous membrane is difficult, as the stitches tefid to cut out, and I, personally, use a reinforcing stitch through the seromuscular coats. The stitch, although it appears to reunite the muscle, does not in my experience in any way detract from the success of the operation, and is an added safeguard. With regard to the choice of anxesthetic, I always use a local (0-5% novocain), and I think it better for the surgeon to give this himself, as, by so doing, the necessary time-interval to allow the anesthetic to work is assured, gowns and gloves being changed before towelling up and proceeding to the actual operation.
Dr. J. H. Burkinshaw: What happens to the breast feeding when cases on medical treatment are retained in hospital for twenty days or more? The somewhat longer period of hospital stay in the Eumydrin cases seems on this account to be a point strongly against medical treatment.
Dr. Harold Waller: If the method of expressing the breast milk is correctly taught the supply can be maintained long enough in such cases. Comment.-The earliest reference to this condition appears in the 2nd book of Samuel, Chap. 21, Verse 20, in which there is mention of "a man of great stature, that had on every hand six fingers, and on every foot six toes, four and twenty in number". Although the Hebrew word describing the stature is generally accepted to signify tall, the Aramaic translation uses a word mashach, which means oily or FIG. 1. -Showing uniform fat.
distribution of fat. Pliny, in his Natural History, also refers to a baby with six fingers and six toes. The cardinal signs of the syndrome, in order of their frequency, are obesity, retinitis pigmentosa, mental deficiency, genital dsytrophy, familial incidence and polydactyly.
In discussing the retinal appearances Laurence and Moon (1866) admit that by describing them as retinitis pigmentosa they have been guided rather by usage than by the intimate nature of the cases. In only 15 % of cases (Clay, 1933) do the retinal changes conform with the classical picture of retinitis pigmentosa and these appear in the later stages of the condition. Lyle (1946) describes the early changes as non-pigmented retinal degeneration with loss of central vision. The peripheral pigmentation of the fundi in this case is minimal, but there is optic atrophy with fine retinal vessels and absence of choroidal pigment. The patient is of particular interest in that his sister, who died a few minutes after birth,.was the subject of a communication by Dr. F. Parkes Weber and Dr. M. Scholtz (1939 and 1949) . I wish to thank the authors for verifying this relationship and also for supplying me with a detailed account of the case.
The bizarre combination of abnormalities in this infant included a congenital vesico-vaginal fistula with vaginal atresia, brachycephaly, polydactyly, hydrops foetalis and erythroblastosis. Extreme himopoiesis in an enlarged liver of a non-syphilitic infant, and examination of the blood appeared to justify the diagnosis of erythroblastosis. At this time the rhesus factor was, of course, unknown.
The occurrence of a rhesus or A.B. incompatibility as a possible itiological factor in the present case has been investigated and excluded; indeed, owing to the mother being rhesus positive and both parents Group 0, it would appear most unlikely if any infant born to them could have erythroblastosis foetalis.
I have discussed these findings with Dr. Parkes Weber. He agreed that, in the light of present evidence, the infant who died at birth was an example of the Laurence-Moon-Biedl syndrome, in which the occurrence of stillbirth or early death is by no means uncommon. The technique of supra-laryngeal swabs in the diagnosis of pertussis entails the patient coughing on to a swab held just above the opening of the larynx. This procedure simplifies effective repetition as no resentment is caused, and adds to diagnostic accuracy especially with swabs cultured on selective medium (Lacey, B. W. (1951) J. gen. Microbiol., 5, vi) . THE Kent Pediatric Society are conducting an investigation into the Incidence and Causation of Health in 10-11-year-old school children (1, 100) in the Borough of Bexley in conjunction with the fnstitute of Social Medicine, Oxford. Health is taken to mean soundness in body, mind and personality. We had (a) to find the healthy children and (b) to evolve a method of studying Causation. The first involved investigation into physical, mental and personality qualities.
Physical status.-A medical examination with X-ray was given and a percentage mark allocated based on a specially devised marking form. Children scoring less than 90% were excluded from category of "Health".
Mental status.-All children given intelligence test, those with I.Q. below 95 were excluded as above. Personality status.-The Rorschach Ink Blot Test was adopted-group technique being used. Clinical examination by psychiatrist used to confirm conclusions whenever necessary. Failure in personality test excluded from category of "Health". The "honours" children were those with the highest marks out of a possible 175. A pass group and failed group were also ascertained.
Up
In regard to Causation, this was approached through application of a questionnaire including environmental, economic, social, genetic and cultural factors and applied by doctors at personal interviews with both parents and child in all three groups (200). The results transcribed for treatment by Power Samas technique at Institute of Social Medicine, Oxford.
A number of collateral investigations are also being pursued. A report will be issued in due course. Mr. Rufus C. Thomas described the arrangements at Farnborough Hospital for dealing with erythroblastosis. The hospital receives cases from other large maternity units in the area and expects to deal with about 30 cases of erythroblastosis a year. The policy as regards induction and treatment of the cases is settled by consultation between Obstetric and Pldiatric staffs and the Pathologist, each case being considered on its merits from the thirtieth week. In general the policy has been to avoid induction for the first affected child unless a steep rise in the albumin antibody, and especially a subsequent fall, seems to indicate a severely affected case. Although the time interval between induction and delivery was sometimes as much as a week; he did not think that casarean section was justifiable. He agreed with P. L. Mollison's view that sensitization to the Rhesus factor was not proper grounds for sterilization. Dr. D. G. Leys said that present policy in the Unit was exchange transfusion for every case shown to be Coombs positive, if the cord heemoglobin was less than 100 %. He drew attention to two deaths experienced by the Unit from heemorrhage, both following exchange transfusion, and suggested that since banked blood had been used, the deaths were probably due to prothrombin deficiency. Twitching of face or limbs at the time of birth, or during an exchange transfusion, was not necessarily an indication of kernicterus.
